
April 2002, Vol 92, No. 4 | American Journal of Public Health Cornelius et al. | Peer Reviewed | Rural Health and Women of Color | 535

 RURAL HEALTH AND WOMEN OF COLOR 

What Factors Hinder Women of Color From Obtaining 
Preventive Health Care?

| Llewellyn J. Cornelius, PhD, Pamela L. Smith, MSW, and Gaynell M. Simpson, MSWThis commentary examines how
women of color fare on the use of
preventive care. Logistic regression
models of women’s use of preventive
care were computed with data from
the 1994 Commonwealth Fund Mi-
nority Health Survey. It was found
that having a regular doctor was the
most consistent predictor of the use
of preventive care, irrespective of
the women’s racial/ethnic back-
ground, socioeconomic circum-
stances, or place of residence.

These findings reinforce the im-
portance of physicians in the deliv-
ery of preventive care. Suggestions
for improving the use of preventive
services by women of color are pro-
vided. (Am J Public Health. 2002;
92:535–539)

SINCE THE 1950S,
researchers have consistently
provided evidence that health
disparities exist between Whites
and other Americans in infant
mortality and in mortality due to
diabetes, heart disease, cerebro-
vascular disease, and malignant
neoplasms.1,2 However, it was
the landmark 1985 Report of the
Secretary’s Task Force on Black
and Minority Health3 that high-
lighted the array of factors con-
tributing to disparities in health
care among people of color. This
report suggested that such dis-
parities resulted from a lack of
access to health care providers,
differences in healthy behaviors
(e.g. diet, smoking, exercise), so-
cioeconomic differences, and
other environmental factors.
Moreover, the report suggested
that interventions to reduce dis-
parities among persons of color
should emphasize the full contin-
uum of screening, detection,
treatment, and follow-up care.

Within the arena of preventive
health care, recent studies have
highlighted the importance of
maintaining healthy eating habits,
stopping smoking, and drinking
sufficient water; adhering to a rig-
orous regular exercise regimen;
obtaining regular prevention
screenings or examinations; and
detecting risks for disease as ways
to reduce the risk of death due to
breast cancer, lung cancer, cervi-
cal cancer, cardiovascular prob-
lems, asthma, diabetes, pneumo-
nia, and influenza.4–13 In spite of
the known merits of these preven-
tive measures, women of color

have historically been less likely
than Whites to receive preventive
health services and to engage in
healthy behaviors.14–19 In this
commentary we examine the bar-
riers to receipt of preventive care
for African American, Asian
American, and Latina women.

METHODS

The data for this study come
from the 1994 Commonwealth
Fund Minority Health Survey
(CMHS).20 The 1994 CMHS was
a national probability sample of
3789 adults 18 years and older.
The CMHS sample was weighted
to reflect the minorities’ propor-
tionate representation in the US
population as reflected in the
Census Bureau’s March 1994
Current Population Survey.

The variables used in the analy-
ses for this article were as follows:

1. Race and ethnicity. Classifi-
cation by ethnic/racial back-
ground was based on informa-
tion reported for each household
member. Respondents were
asked if their racial background
was best described as African
American, Black, Asian or Pacific
Islander, Native American or
Alaskan Native, White, or an-
other race. All respondents were
also asked whether their main
national origin or ancestry was
among the following Hispanic
American subpopulations, re-
gardless of racial background:
Puerto Rican, Cuban, Mexican,
Dominican, Costa Rican, or other
Hispanic American.

Respondents who described
themselves as Asian or Pacific
Islander were asked if they were
of Chinese, Vietnamese, Korean,
or other Asian heritage. The cat-
egories of White, Asian/Pacific
Islander, Vietnamese, Korean,
Chinese, and African American
excluded those with Hispanic
ancestry.

2. Location (urban, rural, sub-
urban) and region of residence.

3. Insurance status. Respon-
dents were asked whether they
were covered by health insur-
ance provided through the re-
spondent’s work or union, health
insurance through someone else’s
work or union, health insurance
purchased directly by the respon-
dent or the respondent’s family,
health insurance obtained
through some other group insur-
ance, Medicare, Medicaid, or
public aid. Respondents who did
not have any of these types of in-
surance were defined as being
uninsured.

4. Income level. Income level
was based on the respondent’s
total 1993 household income.

5. Education level.
6. Perceived health status. Per-

ceived health status was based
on self-reported responses to the
question “In general, how would
you describe your own health—
excellent, good, fair or poor?”

8. Perceived discrimination. Per-
ceived discrimination was de-
fined according to the respon-
dent’s answer of yes or no to the
question of whether she had felt
uncomfortable or felt that she
had been treated badly because
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of her race or ethnicity, sex, age,
health or disability, income level,
or any other characteristic.

7. Regular doctor. Regular doc-
tor was defined according to the
respondent’s answer of yes or no
to the question of whether she
had a doctor she would usually
go to when sick or in need of
health care.

9. Receipt of preventive care.
Receipt of preventive care was
defined as a response of yes to
the question of whether the re-
spondent had “received preven-
tive care (such as blood pressure
tests, pap smears, or cholesterol
level readings).”

Eight logistic regression mod-
els (one for each racial/ethnic
group: African Americans; all
Latinas; Mexican Americans;
Puerto Ricans; all Asians/Pacific
Islanders; and Vietnamese, Ko-
rean, and Chinese Americans)
were computed. The dependent
variable for each model was
whether or not the respondent
received preventive care in
1994. Each model included de-
mographic characteristics (region
and location of residence, educa-
tion level, income), perceived
health status, insurance status,
and perceived discrimination.
Odds ratios (ORs) were reported
for each of the logistic regression
models. The Student t statistic
was used to report the statistical
significance of the coefficients in
these models. The Stata statistical
package21 was used for the
analyses because it adjusts for
the multistage sampling strategy
used in CMHS.

RESULTS

Table 1 shows a logistic re-
gression model of correlates of
receipt of any preventive care
for women of color. By far the

most consistent predictors of the
decision to seek preventive care
were having a regular doctor
and having a high school educa-
tion. Women who had a regular
doctor were at least twice as
likely as those who did not have
a regular doctor to have re-
ceived preventive care in 1994
(P< .05). (For Puerto Rican
women, this relationship was
close to being statistically signifi-
cant [P= .08].) Women who had
a high school education were
more than twice as likely as
other women to have received
preventive care in 1994 (P<
.05). Neither perceived discrimi-
nation nor location of residence
(urban, rural, or suburban) made
a difference in whether the
women received preventive care.

African American women
with a high school education
were more than twice as likely
as other African American
women to have received preven-
tive care. Among Latinas taken
as a group, having a regular doc-
tor, having insurance, having a
high school education, and per-
ceived fair or poor health were
correlated with receipt of pre-
ventive care (P< .05). Living in a
low-income household was a
nearly statistically significant
(P= .08) barrier to the receipt of
preventive care for Latinas.
There were, however, differ-
ences between Latina subpopu-
lations. Having insurance was
correlated with receipt of pre-
ventive care for Puerto Ricans,
but not for Mexican Americans.
Living in the Northeast was a
barrier to the receipt of preven-
tive care for Mexican Americans,
but not for Puerto Ricans.

For Asian/Pacific Islander
Americans taken as a group,
having a high school education
and having a regular doctor
were correlated with receipt of

preventive care. However, educa-
tional level was a significant cor-
relate for Chinese Americans but
not for Vietnamese or Korean
Americans.

DISCUSSION

This study found that regard-
less of race and ethnicity, women
of color who had a regular doctor
were at least twice as likely as
those who did not to receive pre-
ventive care. None of these
women saw perceived discrimina-
tion as a barrier to receiving pre-
ventive care. Living in a rural lo-
cation did not, per se, pose a
barrier to receipt of preventive
care. Being uninsured was a bar-
rier to receipt of preventive care
for Puerto Rican women, while
being poor was a barrier to the
receipt of preventive care for all
Latinas.

These findings suggest that
ensuring access to a regular
physician is an important part
of addressing the preventive
health needs of all women of
color. At the same time, we
may need to develop educa-
tional interventions to help
these women meet their pre-
ventive health needs. The find-
ings of this study regarding ed-
ucation level, income level, and
having a regular doctor support
other studies that have exam-
ined the relationship between
these factors and the receipt of
preventive care.15,21–26

This study also suggests that
women of color may have needs
that vary within and among eth-
nic populations. For example, in-
surance status was significant for
Puerto Ricans but not for Mexi-
can Americans. Perceived health
status was a significant correlate
of receipt of preventive care for
African Americans and Latinas,
but not for Asian/Pacific Is-

landers. These factors suggest
that we may need different inter-
ventions to target different racial
or ethnic groups.

There was one finding that
contradicted previous litera-
ture. This study did not find
differences in receipt of pre-
ventive care between urban,
suburban, and rural women of
color. Other studies have re-
ported that rural and inner-city
residents are typically less
likely than others to have ac-
cess to health care providers
and that they have to travel
further to seek medical
care.27–30 It may be that the
barrier to receipt of preventive
care by rural women of color is
the unavailability of health care
providers. One study reported
that there was almost a 2-fold
difference in the overall popu-
lation–physician ratio between
nonmetropolitan areas (1117
persons per physician) and
metropolitan areas (579 per-
sons per physician) in the 399
counties that constitute Ap-
plachia. The same study found
that there was almost a 3-fold
difference in the availability of
registered dieticians between
metropolitan areas (1009 per-
sons per dietician) and non-
metropolitan areas (2923 per-
sons per dietician).31

While it is encouraging to re-
port that having a regular doctor
facilitated the receipt of preven-
tive care among women of color,
other studies suggest that having
a regular doctor is a necessary
but not sufficient criterion for
ensuring access to preventive
care, because some physicians
do not provide preventive
screenings during office visits. In
one study, “physicians reported
offering counseling about physi-
cal activity during 19.1 percent
of the office visits, diet during



April 2002, Vol 92, No. 4 | American Journal of Public Health Cornelius et al. | Peer Reviewed | Rural Health and Women of Color | 537

 RURAL HEALTH AND WOMEN OF COLOR 

TABLE 1—Odds Ratios for Correlates of Receipt of Preventive Health Care by Women of Color 
18 Years and Older, by Race/Ethnicity: United States, 1994

African Mexican All Asian/Pacific Vietnamese Korean Chinese
Americans All Latinas Americans Puerto Ricans Islander Americans Americans Americans Americans
(n = 444) (n = 494) (n = 261) (n = 80) (n = 313) (n = 94) (n = 108) (n = 103)

Location

Urban 1.07 0.89 0.77 0.31 2.70 . . .a . . .a . . .a

Rural 0.55 0.77 0.62 0.31 . . . . . .a . . .a . . .a

Suburban 1.00 1.00 1.00 1.00 1.00 . . .a . . .a . . .a

Region

Northeast 0.71 0.66 0.13* 0.55 1.06 1.86 0.49 1.32

Midwest 1.40 0.57 0.82 2.32 1.22 2.16 0.42 2.96

South 1.04 0.93 0.94 0.43 0.85 1.18 0.31 1.31

West 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Insurance status

Uninsured 0.57 0.56* 0.58 0.04* 0.81 1.11 0.76 0.27

Insured 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

1993 Household income, $

<15 000 1.26 0.55† 0.89 1.44 0.54 0.49 0.24 0.84

15 000–25 000 1.35 0.78 1.01 0.79 0.82 0.56 0.63 1.05

25 000–50 000 0.77 0.91 1.02 0.67 0.91 0.96 1.20 0.61

>50 000 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Education

<High school 0.41* 0.39*** 0.30** 0.06** 0.91 0.86 4.04 0.47

High school 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

>High school 0.44** 0.38*** 0.32** 0.32 0.46* 0.39 0.76 0.24*

Perceived health

Fair/poor 2.25* 2.05** 1.62 2.70 1.35 1.36 1.35 2.88

Good/excellent 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Regular doctor

Yes 2.58** 2.74*** 3.41*** 3.90† 2.76*** 3.13* 3.39* 3.08*

No 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Perceived discrimination

Yes 0.69 0.89 0.71 0.69 1.40 1.74 1.89 0.76

No 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

χ2 42.24 76.26 51.83 26.80 33.98 11.25 21.49 19.75

df 14 14 14 14 13 12 12 12

P <.001 <.001 <.001 <.05 <.01 .5078 <.05 .072

Source. 1994 Commonwealth Fund Minority Health Survey.20

aCoefficients could not be computed for these variables because of small cell sizes.
*P < .05; **P < .01; ***P < .001; †P = .08.

22.8 percent, and weight reduc-
tion during 10.4 percent.”32(p741)

A second study reported that
fewer than half of the patients
surveyed received screening for
hypertension and diabetes.18 A
third study reported that only
18% of office visits focused on
dietary counseling and that in-

ternists were consistently more
likely than general practitioners
and family physicians to check
blood pressure.33

These studies show that we
need to do more than just ensure
that women of color have access
to a regular doctor. There are a
multitude of things that can be

done in the areas of policy, prac-
tice, and research to meet the
preventive health needs of
women of color.

Policy
• Target physicians through

graduate medical education pro-
grams showing the importance of

health prevention activities dur-
ing office visits as a way to reach
the Healthy People 201034 goals.

• Address differences in cover-
age for preventive exams by in-
surance status (private and public
insurance).

• Evaluate the time spent dur-
ing office visits for preventive
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care relative to other activities to
assess costs and benefits.

• Decrease the number of
women of color who are uninsured.

• Examine the rate of under-
insurance for preventive health
care.

• Infuse funding to increase
the supply of health care provid-
ers in inner-city and rural com-
munities through mechanisms
such as section 330 of the US
Public Health Act (community
health centers), and assure fund-
ing to the Health Research and
Services Administration to in-
crease the number of providers
in medically underserved areas.

• Increase funding for commu-
nity-based health promotion proj-
ects and community involvement
in local health decisionmaking
activities.

• Provide funding for dietary
outreach efforts in communities.

Practice
• Develop and implement cul-

tural competency training for
health care providers.

• Work with professional asso-
ciations to set and implement
standards for routine preventive
screening activities.

• Develop curriculums for
medical and allied health educa-
tion that are gender sensitive
and that factor psychosocial is-
sues into the treatment process.

Research
• Evaluate the effectiveness of

information dissemination activi-
ties relating to Healthy People
2010 objectives for preventive
health.

• Evaluate the effectiveness of
knowledge, attitude, and behav-
ior interventions as they relate to
Healthy People 2010 objectives
for preventive health.

• Advocate the funding of
large-scale, quantitative, local-
ized studies of ethnic popula-

tions and of rural populations to
examine within-group differ-
ences in preventive health care
practices.

• Advocate the funding of
qualitative evaluations to com-
plement quantitative studies ex-
amining the context of patient–
provider interactions and health
decisionmaking activities.

Like all studies, this study has
limitations that constrain our
ability to generalize its findings.
First, the data obtained from the
CMHS are based on self-report
and may under- or overreport
health behaviors. This is impor-
tant from a cultural point of
view, since people of color tend
to vary in their reporting of the
severity of their health problems.
Second, the small sample size
limited our ability to examine
certain subpopulations or to de-
tect statistically significant find-
ings for some of the racial and
ethnic groups studied.
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Impact of Breast Cancer on African American Women: 
Priority Areas for Research in the Next Decade

| Lovell A. Jones, PhD, and Janice A. Chilton, DrPH  Despite all the gains that have
been made in the area of breast
cancer research, African American
women suffer disproportionately
from the effects of the disease.
Breast cancer is the second lead-
ing cause of cancer death among
African American women, exceeded
only by lung cancer.

Improvements in cancer inci-
dence, mortality, and survival rates
among populations are undoubtedly
the outcome of quality research.
Therefore, there is a need to identify
and discuss issues regarding breast
cancer among African American
women and to determine whether
these issues should be a part of the
nation’s breast cancer research
agenda.

This commentary summarizes the
results of the Summit Meeting Eval-
uating Research on Breast Cancer
in African American Women, which
was held September 8–11, 2000, in
Washington, DC. Listed are priority
areas and some of the questions
that fueled this 2-day discussion
among 130 participants, including
health advocates, cancer survivors,
and experts representing various
areas of cancer research. (Am J Pub-
lic Health. 2002;92:539–542)

THE NATIONAL CANCER
Institute, the agency with pri-
mary responsibility for con-
ducting research on the preven-
tion, detection, treatment, and
control of cancer, has spon-
sored intensive research that
has led to many important dis-
coveries about all aspects of
breast cancer.1 However, the
advances being made in the
area of breast cancer research
have not benefited all popula-
tions equally.2

The disparity in the rate of
breast cancer survival between
African American and White
women is a decades-old prob-
lem.3 Each year, the American
Cancer Society, the National
Cancer Institute, and the Cen-
ters for Disease Control and
Prevention, including the Na-
tional Center for Health Statis-
tics, collaborate to produce a
“report card” to explain the na-
tion’s progress in preventing
and controlling cancer in the
United States.4,5 The initial re-
port card, issued in 1998, re-
ported the nation’s first continu-
ing decline in cancer mortality
since national record keeping
was instituted in the 1930s.4

The 1998 report also noted,

however, the disproportionate
breast cancer incidence and
mortality rates of African Amer-
ican women compared with
White women. The incidence of
breast cancer in African Ameri-
can women was continuously
increasing, with no decrease in
mortality trends.4 African Amer-
ican women also tended to pres-
ent with a later stage at diagno-
sis.4 The 2001 report card
documents similarly disturbing
trends for some ethnic minori-
ties and also indicates that Afri-
can American women have the
highest breast cancer death
rates.5 African American women
have not been—and clearly are
not yet—winning the battle
against breast cancer.

The United States has
worked diligently to recognize
and to address what the Insti-
tute of Medicine terms the “un-
equal burden of cancer.”2 We
now understand, more than
ever before, how breast cancer
cells become cancerous, how
the disease metastasizes, why
some types of cancer are more
aggressive than others, and why
some women suffer more and
are less likely to survive.1 Re-
search has led to more breast

cancer detection and diagnosis
techniques, better supportive
care, and improved treatment
and survival outcomes for pa-
tients.1 Despite all the gains that
have been made in clinical,
basic, and behavioral research,
African American women lag
behind, continuing to be dispro-
portionately affected by this
disease.

This commentary summa-
rizes the focus of the 2-day
Summit Meeting Evaluating Re-
search on Breast Cancer in Af-
rican American Women, which
was held September 8–11,
2000, in Washington, DC.
Listed are the predefined prior-
ity areas and some of the ques-
tions that fueled discussion
among health advocates, breast
cancer survivors, and more
than 130 experts from fields in-
cluding basic science, oncology,
radiology, genetics, public
health, epidemiology, and data
management. In addition, other
predefined priority areas and
questions pertaining to African
American women were derived
from the literature and from a
16-year effort, the Biennial
Symposium on Minorities, the
Medically Underserved & Can-


